INTRODUCTION
Since the implementation of the Brazilian Unified Health System (SUS), health actions have been carried out to consolidate its fundamental principles and guidelines. Mostly from the 1990s, the Ministry of Health (MS) has sought to extend and strengthen primary health care (PHC) through technical studies, aiming to develop health promotion, prevention, and recovery actions within the collective context. This initiative is based on successful experiences in various countries and on principles from the World Health Organization (WHO). It is believed that the actions of PHC have great ability to modify the population's profile of morbidity and mortality, consequently improving the quality of life of citizens and health indicators [1] [2] [3] .
In Brazil, PHC is the first level of care, with the main purpose of organizing forms to access the health system 3 . This conception was reaffirmed by Decree 7,508, of 2011, that established it as organizer of the universal and equal access as well as a gateway to the other levels of SUS care 4 . The Family Health Strategy (FHS) was adopted to guide and standardize the actions of PHC, defining reference teams, territories of operation, and attributes of the work process 1 .
Systems organized from the PHC, especially those with good coverage (above 70%) by the FHS model, present lower hospitalization trends for some causes and considerable decrease of health costs [5] [6] [7] .
Several indicators were developed to assess the efficaciousness of PHC. In the 1980s, in the United States, a study conducted by Billings and Teicholz 8 , aiming to identify the impact of lack of access to outpatient care, established the Ambulatory Care Sensitive Conditions indicator, which measures the potentially preventable hospitalizations and relates them to problems of effectiveness regarding primary care 8 . Since then, other studies have been developed with data from potentially preventable hospitalizations. In 2008, by Ordinance GM/MS 221, of April 17, the MS published the Brazilian list of primary care sensitive conditions (PCSC) and defined it as an instrument to evaluate PHC 9, 10 .
We understand as sensitive conditions health injuries whose profile of morbidity and mortality can be reduced or modified by a resolutive and efficient primary care 8, 9 . From this list, it is possible to estimate hospitalization rates due to primary care sensitive conditions (HPCSC) and evaluate the performance of health services, in addition to verifying the effectiveness of public policies. HPCSC rates are also used to evaluate the efficaciousness, quality, and accessibility of PHC 6, 11 .
With the publication of the previously mentioned Ordinance, it is possible to observe an increase in Brazilian publications related to HPCSC 6 , something that was already happening in other countries 12, 13 .
One of the major contributions of this indicator is to allow for health services to measure their ability to solve problems which could be cared for by PHC. For the diagnoses listed, there are timely and preventive measures, as well as outpatient treatments; in other words, they are preventable causes if cared for with precise, determined, and efficient actions by primary care teams 13 .
The HPCSC provide to the managing team a strategic and comprehensive view on the quality of primary care, enabling the visualization of gaps in the system. Many of them are known by a large part of health managers, such as: a) difficulty of associating health needs to the community's demands; b) lack of coordination between the levels of assistance; c) insufficiency and mismanagement of financial resources; d) precariousness of employment relations, generating large turnover of health professionals, especially physicians 2, 3 . . National tables and definition files were downloaded from the website www.datasus.gov.br and stored to extract the data used in the research.
The causes of hospitalization and diagnosis analyzed are described in Ordinance GM/MS 221, of April 17, 2008 , and present at the 10th International Classification of Diseases and Related Health Problems (ICD-10). They are: immunopreventable diseases and sensitive conditions (A33-A37, A95, B16, B05-B06, B26, G00.0, A17.0, A19, A15-A16, A18, A17.1-A17.9, I00-I02, A51-A53, B50-B54, and B77); infectious gastroenteritis and complications (E86 and A00-A09); anemia (D50); nutritional deficiencies (E40-E46 and E50-E64); ear, nose, and throat infections (H66, J00-J03, J06, and J31); bacterial pneumonias (J13-J14, J15.3-J15.4, J15.8-J15.9, and J18.1); asthma (J45-J46); lower airway diseases (J20, J21, J40-J44, and J47); hypertension (I10-I11); angina (I20); heart failure (I50 and J81); cerebrovascular diseases (I63-I67, I69, and G45-G46); diabetes mellitus (E10-E14); epilepsy (G40-G41); kidney and urinary tract infections (N10-N12, N30, N34, and N39.0); skin and subcutaneous tissue infections (A46, L01-L04, and L08); female pelvic organs inflammatory disease (N70-N73 and N75-N76); gastrointestinal ulcer (K25-K28, K92.0, K92.1, and K92.2); prenatal and birth-related diseases (O23, A50, and P35.0); congenital syphilis (A50), and congenital rubella syndrome (P35.0), reported in both sexes 9 .
The data selected for tabulation in TabWin 4.1.1 program were: total population of the state of Goiás, obtained from the website of the Brazilian Institute of Geography and Statistics (IBGE), total number of hospitalizations (excluding child-birth), and total number of hospitalizations due to PCSC 15 . The SIH qualifies the health information from the record of attendances to users hospitalized in health establishments of SUS and provides reports and data from these hospitalizations 18 .
The results were analyzed in the statistical program Stata, version 12.0. Initially, HPCSC rates and of hospitalizations due to other sensitive conditions were calculated per year. The HPCSC rates in Goiás were calculated by the ratio between the total number of HPCSC and resident population in the year, multiplied by 10,000. The rates of hospitalizations due to other conditions were calculated by the ratio between the total number of hospitalizations, excluding child-birth, and the resident population in Goiás in each year, multiplied by 10,000. Both rates were standardized by the direct method. The average rates of HPCSC and hospitalizations due to other conditions during the analyzed period were compared using the Student's t-test for independent samples.
Then, the global HPCSC trends for the state and each health region described were analyzed. Analyses of HPCSC trends by diagnosis group and for the male and female sexes were also carried out. Global HPCSC rates and for each group were calculated by the ratio between the number of HPCSC per group and the resident population of each sex in a year, multiplied by 10,000. All rates were standardized by age and by the direct method and logarithmized.
Trend analyses of the historical series were performed by generalized linear regression by the Prais-Winsten method with robust variance, which allowed to verify if HPCSC trends were stationary (p > 0.05), declining (p < 0.05 and negative regression coefficient), or ascending (p < 0.05 and positive regression coefficient) in each region of Goiás and for each diagnosis group, stratified by sex -a method previously used by Boing et al. 18 From the regression coefficient and standard error, the annual mean percentage variations of HPCSC rates were calculated.
In a second analysis, Pearson correlation was applied between HPCSC rates and FHS coverage 19 . Values of p < 0.05 were considered statistically significant. The average rate of HPCSC was statically less than the rate oh hospitalizations due to other conditions in the analyzed period (167.58% against 386.25%; t = -13.18; p < 0.001). Table 1 presents the trend of HPCSC cases for the male sex, which was descending, with average annual variation of -17.1%. We also observed a reduction trend in most groups of causes. Among the causes, stood out the stability of immunopreventable diseases (β = 6.24; p = 0.302) and increase of ear, nose, and throat infections (β = 0.137; p = 0.013); angina (β = 0.030; p< 0.001); skin and tissue infections (β = 0.019; p = 0.043); and hospitalizations due to pre-natal and birth (β = 0.231; p = 0.004). For the female sex, Table 2 shows that the HPCSC also presented a downward trend, with annual mean variation of -17.6%. Among the causes, stood out the stability of immunopreventable diseases (β = 0.036; p = 0.350) and ear, nose, and throat infections (β = 0.148; p = 0.013); and pre-natal and birth related-diseases (β = 0.094; p = 0.001).
RESULTS

Between
HPCSC rate trends were also evaluated according to health region, as can be seen in Table 3 .
We observed a downward trend in Goiás, with annual mean variation of -17.4%, as well as in most health regions, except Northeast II and São Patrício II.
When analyzing the correlation between HPCSC rates and FHS coverage in Goiás, we verified a negative correlation for the Northeast II (r = 0.464; p = 0.151) and São Patrício II (r = 0.714; p = 0.014) regions, and a positive correlation to the other regions, according to Table 4 . 
DISCUSSION
The HPCSC had a significant reduction trend in the state of Goiás over the analyzed period, verified in most health regions. Also considering the hospitalizations due to other conditions, we observed that the greatest decline occurred in the PCSC. Despite this progressive decrease, this rate remained high for the parameters established by the MS, and the reduction trend was not linear for all causes 10, 20 . Thus, when drawing a general panorama of the PCSC by sex and region of the state, the data from this study allow the development of public policies, in particular regarding PHC.
Recent research conducted in Brazil have shown important reduction of HPCSC, correlating them to factors such as the expansion and strengthening of the PHC, especially from the implementation of the FHS 19, 21, 22 .
As it is a relatively new indicator in the scenario of national research, studies evaluating HPCSC trend indicate the absence of a pattern of most prevalent causes, thus presenting a great heterogeneity in the ranking of these injuries 19, [21] [22] [23] .
In this study, when evaluating the five most prevalent HPCSC diagnosis groups, we observed that they were the same for both sexes (gastroenteritis, heart failure, lower airway diseases, asthma, and kidney and urinary tract infections), with variation concerning the order of prevalence. A study conducted by Alfradique et al. 6 , which drafted the Brazilian list of PCSC, evaluated the admissions in the year 2006 and presented similar results, except for the group of kidney and urinary tract infections. In Pernambuco, Mendonça and Albuquerque 22 refer to a broad heterogeneity in the studied health regions and associate the decline in the HPCSC with investments that are being increasingly made in FHS.
In the analysis of this indicator, it is valid to point out essential role of PHC. Some causes of the prevalence of these diagnosis groups are their low resolution, difficult access to the health care system, lack of financial investment in strategic areas, and low resources' qualification 19, 22 . In this perspective, research that sought to assess PHC in Brazil showed that access to SUS has been the most critical difficulty to the system, understanding that access inequalities are a barrier to the consolidation of PHC as a gateway 24, 25 . When the community is unable to access the service, or when it does not find a team able to accommodate their demands, the HPCSC tend to maintain high rates, and some diagnosis groups may be more prevalent, which leads to higher expenses for the health system 19, 26 .
Despite advances in the implementation of public policies in the area of health, these factors show that a fragmented system (as the Brazilian is), in which levels of attention do not communicate and care is oriented to acute conditions and worsening of chronic conditions, is still not able to respond efficiently to the current situation, which reflects negatively on the studied indicator 2, 27, 28 .
When evaluating the trend of HPCSC rates, we observed a reduction in most diagnostic groups -some more pronounced, as in the case of hypertension, gastrointestinal ulcers, and asthma. The literature estimates that lower rates of HPCSC are associated with factors such as good basic care coverage,greater number of general physicians per inhabitants, and improvement of the population's health, as well as effective public policies with a focus on integral care and investments in actions of health promotion and disease prevention 19, 29, 30 . The data from the MS to Goiás in 2015 showed that the coverage of basic care was of 69.0% and that there were 1.58 general physicians per 1,000 inhabitants in 2014, which can be considered satisfactory in comparison to other national means (considering the sociodemographic characteristics of the state). The Gini index, which measures social inequality, was 0.52, and the human development index of the state was 0.731 16, 31 .
Among the groups of causes that did not follow the reduction trend, it is valid to mention the group of immunopreventable diseases, which, despite the stability, presented the second lowest percentage in frequency among the HPCSC. Studies showed that, since the implementation of the Programa Nacional de Imunização (PNI -National Immunization Program), various measures have been adopted to achieve a wide immunization coverage, such as the increase in the number of vaccine rooms and improvement of the program's information system, in addition to the implementation of new immunobiological substances in the routine calendar and national campaigns 32, 33 . As well as the PNI, it is important to highlight that public policies implemented in the last decades have significantly contributed to modify the population's morbidity and mortality profile. Other examples can be cited, such as the Programa de Assistência Farmacêutica (Pharmaceutical Assistance Program) and the Programa Hiperdia (Arterial Hypertension Program).
However, it is not enough that the programs are implemented, it is necessary to ensure their complete and efficient operation. Mendes 27 claims that health systems should be structured to face specific conditions. To this end, a complete cycle of care is necessary, starting in primary care and referral to the other levels of care, seeking to ensure integral care, the so-called Rede de Atenção à Saúde (RAS -Health Care Network).
When considering the trends in HPCSC rates in the health regions of the state of Goiás, we observed a reduction in almost all, with stability in the Northeast II and São Patrício II regions. Data from Goiás Health Map show that the Northeast II region (one of the most distant from the capital) comprises 11 municipalities and has a total population of 100,179 inhabitants. The São Patrício II region encompasses eight municipalities, totaling 167,391 inhabitants. They have two of the lowest municipal human development indexes (MHDI) and low SUS performance index (IDSUS). The Northeast I region, on its hand, has one of the highest poverty indexes. These sociodemographic factors can negatively influence the studied indicator 16 .
The Brazil HPCSC Project points out in its report that the Brazilian state with the lowest percentage of coverage by Community Health Agents and by FHS was Goiás, with 55.6% and 48.1%, respectively, and that states with better FHS coverage had better reductions in HPCSC rates 21 . Regarding the influence of FHS in reducing HPCSC rates presented in this study, it is necessary to emphasize the positive correlation in all groups of causes, as shown in other studies, associating the reduction of rates with improved FHS coverage 21 .
Limiting factors deserve to be highlighted, such as the restricted scope of the HPCSC index (only SUS hospitalizations), the register or sub-register of the hospitalizations and possible flaws in diagnostic classification.
Temporal trends analyses of HPCSC in Goiás points to the reduction of rates during the investigated period, a result that confirms what has been observed in other states. However, further studies should be performed to enlarge the understanding of other factors (demographic and socioeconomic), seeking to evaluate their relationship with HPCSC.
It is important to monitor this indicator as a starting point to direct actions regarding primary health care, with a view to its potential to measure the quality of health services and to identify critical points that deserve intervention, as well as assessing whether the strategic actions implemented in the community have been effective, considering the modification of the population's morbidity and mortality profile.
